MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~63-012174
OEPARTMENT oF Fual_':aq::;:;.rbtlr:c?:o “.'f_l-_..::._/.é&i--.l’nmary Registration District No. d_‘lfi_llagmm’ s No. __Z_Z_ ..... STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheu deceased lived. If institution: Residence before

. COUNTY : a. STATE b. CO . iasi
_ J effeI‘S on Mo R Wffers on admission) |
b, Cé? (1f outside corporate limits, give TOWNSHIP only) Length of stay in 1b e . CITY Inside Limits

TOWN 'rg\nrm -
Plattin Twop, 5 Yrse, DeSoto Yes I No O

c. t'lgstpl;!rAME OF [If NOT il hospital, give location) Inside Limits d. EI':I,RDE!EETSS {If cutside, give location) Reside on Farm

NeTTUTioN Roge Hi1l Nursing Yes [ NoR 605 Flucom R4, Yes OO No (R
EAanE =

3. NAME OF DECEASED First Middle Last 4, DOATE Manth Pay Year
F

(Type or print) .
e Doshis Leors _ Johmston bam  pprdl - 5, 1963

5. SEX 6. COLOR OR RACE 7. Married [ Never Married [] [8. DATE OF BIRTH | 9 AGE ({ast birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
Widowed I Diverced (] Months Days Hours Min.

F W 9/5/77 8b

102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACGE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during mest of worki g |fe, even if retirad)

ousewi None Reynolds Cq.,

13a. FATHER'S NAME : 13b, MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

VS 300
Rev, 4/59

wsod
5o 4

DATE AMENDED

James Helvey Mary Belle Guffy John F, Johnston

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NQ. | 17. INFORMANT Address

(Yes, no, or ﬂ‘&wu]l (i yas, give war or dates of sarvi Roy JOhnSt on Rt l DeSoto . Mo ]

18. CAUSE QF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: D £t

IMMEDIATE CAUSE (a) @g % ¢ freo 4 gﬁb’t‘lfv(;ﬂw '&W'V) A‘V%

-

ONSET AND DEATH

DOCUMENT,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

Conditions, if any, DUE TO (b) { La d‘ Pl _L_‘ g& ZAM ﬁé‘4"e W
stating the under-}
given in PART | (a) there a pregnancy in last 90 days.
PERFORMED?
INJURY am.
WHILE AT WORK- [0 farm, factory, street, office bidg., etc.)
Death occurred at. (B the date sla'é above, and to the best of my knowledge, from the causes stated.
REMOVAL (Spacify} A T :
Buria 4/7/63 Woodleawn DeSoto,

which gave rize to
e {ioed & Lerrnclir s
‘lying  cause last DUE TO{c) g DL J-M 2
'/ ﬂ—/ ) 7 ’ IrDYes'].DNGIDUnimm
YES[D NOG
pan,
NOT WHILE AT WORK O
22s. SIGNATURE /) —— (Dagrag_or title) Y 22b. ADDRESS, - /7‘GNED
AL Vsl SR ks . D |
24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

above cause [a),
FART (1. OIHERNIFICANT CONDITIONS CONTRIBU'IING TQ“JEATH but not related to tha terminal PART Il If deceased was female was
di &
19. WAS AUTOPSY 208, ACCIDENT B HOMDIIDE 0. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
O . . "
Z0c. TIME OF  Heoul  Month, Day, Year |
20d. INJURY QCCURRED 20e. PLACE OF INJURY [#.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
[4
21, | attended the dKGIIQd;&ONM- ‘o %\-( 6-'?;.5 last “W“alm ° M d_/ /
g.to P
23a. BURIAL, CREMATION, | 23b. DATE 23¢, NAXME OF CEMETERY OR CREMATORY - { 23d. tOCATION (City, town, or county) (}ﬁm)
Mo,
J. L., Yothershead DeSoto, Mo, %2 b - ZZAGZ
{Li d Embalmerd 5 on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




- - h
A Lo ..

STATEMENT BY LICENSED EMBALMER

- \-hereby eerfify‘ that the body whose ,name. is reoorde'don*.the reverse side of this certificate was embalmed by me,

or by i _ Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

. Licensed Embalmer No 9/7_,9/ (/
' T o
S wafh ) o.._Address_MzZ& .

7
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the abave. consmutes grounds for revocahomof license). - -

If embalmed by -a STUDENT, he also shall sign in his OWN handwrmng
If ths.body is not embalmed, fact should be so stated abave.




